MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - §63-043430
DEPARTMENT OF PUBLIC HEALTH AND WELFARE - .

Repistration District No, __________ ¢ /_[é_J'rlmary Registration District No. %20 gistrar's No. "?7/ STATE FILE NUMBER

{080 T T 1953 7 USUAL RESIDENCE (Whera deceated Trvad. 17 imstirerion Revidencs Befors
a. COUNTY F‘I‘an.klin a. STATE Mo b. COUNTY Fr.anklln admirion)

b. CITY (If ounide corporate limirs, give TOWNSHIP only] Lengih of stay in 1h c. CITY

DO NOT WRITE
ON THIS STUB AMENDED

VS 300
Rev. 4/59

Inside Limits

Town  Washlngton 2 hrs 13w S5t.Clair Yes3g No O

¢ LUOL;.PI;JT.?RTEOOF (If NOT in hospital, give location) Inglde Limits d:;EiEETSS {If cutride, give location) Reside on Farm

instution §t,, Francis Hospital Yes (X No O Yes [] No OX

DATE AMENDED

3. NAME OF DECEASED First Middle Last . 4. DATE Menth Day Year

Cora Williams DEATH Dec.6,1963

{Type or print)

5. SEX 4. COLOR OR RACE 7. Married [0 WNever Married [} [8. DATE OF BIRTH | ¥- AGE (last birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR

Female White Widowedyf] - Divorced ] 11/2'7/85 78 W Days | ngr.‘ i,

10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and stete or country) | 12. CITIZEN OF WHAT COUNTRY
during mm working life, even if retired
Houl SeWi T8 iF retiredt Home Maupin,Mo. USA

13a. FATHER" 5 NAME 13b. MOTHER'S MAIDEN NAME V4. NAME OF HUSBAND OR WIFE

Jasper Mesupin Clara Simpson Thos.A.Williams

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

Sﬁ,)nn, or unlmown)l (1f yes, give war or dates of sery I.ula Palmer- St . Clair, LIO"'.

18. CAUSE OF DEATH {Enter only one cause per limn oY, o (KT INTERVAL BETWEEN
PART |. DEATH WAS5 CAUSED BY: - p . - & ONSET AND DEATH

IMMEDIATE CAUSE (a)

DOCUMENT

Conditions, if any, DUE TQ {b)
which gave rise to
above cause (a),
stating the under-
Iying causa last. ] . DUE TO (c)

PART il. OTHER S1GNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not relared to the terminal PART It If deceased was femala was
disease condition given in PART | (a) there a pregnancy in last 90 days.

'E] Yes | 1 No | O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART [) of item 18.)
PERFORMED? (=} a a
YES(] NoOO

Z0c. TVWE OF _ Houf _ Month, Day, Year |
INJURY a.m,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

p.m,

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, [ 26f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WCORK (J farm, factory, street, office bldg., erc.}
NOT WHILE AT WORK [J

- D)
21. 1 attended the d d from ‘!5 0 j ’t / ?ﬁ to. glost saw hh_emr aliva °N—M—Lm—
!

gon tha date stated above, and to the best of my knowledge, from the causes stated.

MEDICAL CERTIFICATION

Death occurred
Y

[T BNl 7. |y Moz ez

23a. %«' EMA'TlON 236, DATE /7 T 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [Cily, town, of eunty) (Stafe)

£ P /8/63 Falrview Cemetery bville,Mo, _

24. FUNERAL DIRECTOR ADDRESS 25. DATE RE: LOCAL REG. %yTﬂAR 5 SIGNATURE
Casey-Lenox F.H. St.Clair,Mo, % 3 4 ;Aﬂ,ﬂﬁ
N

{Licensed Embalmer's Statement 4{ Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHCULD READ

BY AFFIDAVIT OF

ITEM NO.




T'}r‘l.

N

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

+

or by - Student Embalmer No.

working under my personal supervision. - : /
| /84
Student Signed LS L \_,"A 1;,4

Signature of Student Embalmer

Licensed Embalmer

R
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
- with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he alsc. shall sign in his OQWN handwritlng. ;
If this body is not embalmed, fact should be so stated above.

* 5




